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Barriers to Dietary Control Among Pregnant Women 
with Phenylketonuria — United States, 1998-2000 


Newborns in the United States are screened for phenylke- 
tonuria (PKU), a metabolic disorder that when left untreated 
is characterized by elevated blood phenylalanine (phe) levels 
and severe mental retardation (MR). An estimated 3,000 
4,000 U.S.-born women of reproductive age with PKU have 
not gotten severe MR because as newborns their diets were 
severely restricted in the intake of protein-containing foods 
and were supplemented with medical foods (e.g., amino acid- 
modified formula and modified low-protein foods) 
(J—4). When women with PKU do not adhere to their diet 
before and during pregnancy, infants born to them have a 
93% risk for MR and a 72% risk for microcephaly (5-6). 
lhese risks result from the toxic effects of high maternal blood 
phe levels during pregnancy, not because the infant has PKU 
(5-6). The restricted diet, which should be maintained for 
life, often is discontinued during adolescence (5—/0). This 
report describes the pregnancies of three women with PKU 
and underscores the importance of overcoming the barriers 
to maintaining the recommended dietary control of blood 
phe levels before and during pregnancy. For maternal PKU- 
associated MR to be prev ented, studies are needed to deter- 
mine effective approaches to overcoming barriers to dietary 
control. 

During the fall of 2000, CDC conducted an interview-based 


study of women with PKU who were aged >18 years and preg- 


nant during 1998-2000 (index pregnancy), regardless of 


dietary management or pregnancy outcome. Women were 
recruited from three metabolic clinics that provided services 
funded by state and private sources and were interviewed 
using a structured questionnaire that was completed in per- 
son or by telephone. Medical records were requested to docu- 


ment timing of diet initiation, control of blood phe levels 


(defined as 2-6 mg/dL), and pregnancy outcome. The study 
protocol was approved by CDC’s Institutional Review Board, 
and informed consent was obtained from each respondent. 
A total of 30 women met the interview criteria; two could 
not be contacted. Of the 28 remaining women, 24 were 
interviewed (17 in person and seven by telephone). The 
median age was 28 years (range: 22—38 years); 75% were mar- 
ried, 96% were white, and 50% had a high school education 
or less. A total of 51 pregnancies had occurred among 24 
women. Among the 24 index pregnancies, 18 (75%) resulted 
in live-born infants; 11 (46%) pregnancies were intended. 
Che use of formula-based medical foods before conception 
was reported more often among the 11 women who were try- 
ing to conceive than among those who were not (risk ratio=3.5; 
95% confidence interval=1.6—10.2). Use of modified, low- 
protein medical foods to diversify the diet was reported only 
among women trying to conceive. No difference was reported 
in avoiding high-protein foods between women who were and 
who were not trying to conceive. One woman remained on 
the restricted diet throughout adulthood; 23 women had been 
off the diet for 6-24 years (average: 16 years). At the time of 
the interview, 17 (71%) women were not using medical foods 
(65% because of the unpleasant taste). A total of 22 women 
had resumed the diet before or during their index pregnancy, 


22° 


eight (33%) women had contacted the metabolic clinic 
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TABLE 1. Number and percentage of women with phenylketo- 
nuria reporting coverage for metabolic clinic visits during 
pregnancy and use of formula and low-protein foods, by type 
of financial assistance — Selected states, 1998-2000 





Clinic visits Formula Low-protein foods 
Assistance No.* - (%) No. (%) 


Public 1( 6 ( 50) 


| 
) 47 


! } 








( 0) 1( 5 4 ( 33) 


20 (100) (100) 12 (100) 





1 US 


reported using both public assistance and private insurance 
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TABLE 2. Number and percentage of live-born infants, prepregnancy formula use, range and average travel time to metabolic clinic, 
and blood phenylalanine level control at <10 weeks’ gestation among women with phenylketonuria — Selected states, 1998-2000 





Prepregnancy 
Live-born formula 


No. of infants use 


State participants No. (%) No. (%) 


Biood 
phenylalanine 
level control 
at <10 weeks’ 


Travel time 

to metabolic 

clinic (hrs) gestation 
Range Average No. (%)* 








A 6 5 (83) 2 (33) 
8 7 (88) 5 (63) 
Cc 10 6 (60) 1 (10) 


0.25-2.50 1.00 3 (50) 
0.25-1.50 1.00 (86) 
0.25-5.00 2.75 (33) 





*Percentages reflect denominator of medical records received from each state (A=6, B=7, and C=9) 


the pregnancy to acquire formula. PKU was included in her 
prenatal medical records, and she was referred to a maternal- 
fetal specialist; however, her blood phe levels were not moni- 
tored, and she was not referred to a metabolic clinic. Her 
pregnancy resulted in an infant with microcephaly. 

Case 3. A woman aged 27 years remained on the PKU diet 
throughout adulthood, planned her pregnancy, and had her 
blood phe levels in control before conception. Her private 
insurance covered part of her diet-related medical treatment 
costs. She estimated that out-of-pocket expenses for the por- 
tion of the metabolic clinic visits not paid by insurance were 
$2,300 during her pregnancy. Her insurer denied coverage 
for formula, low-protein foods, and blood tests to examine 
her full amino acid profile. The metabolic clinic provided the 
formula without reimbursement from the insurance company. 
Her pregnancy resulted in a healthy infant. 

Reported by: PM Fernhoff; MD, R Singh, PhD, Div of Medical 
Genetics, Dept of Pediatrics, Emory Univ School of Medicine, Atlanta, 
Georgia. S Waisbren, PhD, F Rohr, MS, Children’s Hospital, Boston, 
Massachusetts. DM Frazier, PhD, Div of Genetics and Metabolism, 
Univ of North Carolina, Chapel Hill. SA Rasmussen, MD, 
AA Kenneson, PhD, MA Honein, PhD, National Center on Birth 
Defects and Developmental Disabilities; ML Gwinn, MD, Office of 
Genetics and Disease Prevention, National Center for Environmental 
Health; and AS Brown, PhD, JM Morris, PhD, P MacDonald, PhD, 
EIS officers, CDC. 

Editorial Note: This report highlights some barriers that pre- 
vent metabolic control of blood phe levels before pregnancy 
among women with PKU. Two thirds of the women in this 
study had not followed the diet before becoming pregnant. 
This demonstrates limited adherence to prepregnancy medi- 
cal recommendations among these women. Women also 
reported limited confidence in obstetricians’ knowledge of 


maternal PKU management and inconsistencies between 


medical recommendations and health insurance coverage. 


Following the lifelong diet also was complicated by the 


unpleasant taste of medical foods. 


The findings in this report are subject to at least three limi 
tations. First, the sample size was small and consisted mostly 
of women who received dietary management from metabolic 
clinics during pregnancy. These women might have had 
access to more resources or been more willing to adhere to 
medical recommendations than women who had not received 
such care. Second, at the time of the interviews, most of the 
women were not following their diets; persons with PKU who 
are not on the diet might have difficulties with concentration 
and memory that could compromise the accuracy of their 
responses. Third, the three clinics participating in this study 
do not represent all U.S. metabolic clinics. 

[o improve pregnancy outcomes for women with PKU, 
health-care providers should be trained to advise women to 
plan their pregnancies, return to diet, and stay on the diet fot 
life. Additional evaluation is needed to ascertain the knowl- 
edge needed by obstetricians to guide women with PKU; third- 
party payers could identify disparities in financial assistance 
available to pregnant women with PKU and determine the 
most cost-effective approaches. Additional examination of 
these barriers would allow public health programs to estab- 
lish effective methods to reduce obstacles and improve preg- 
nancy outcomes for women with PKU. 
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Measles — United States, 2000 
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lhe proportion of cases classified as “internationally 
imported” cases has been relatively stable since 1998 (Figure 
1). Of the 26 imported cases, 14 occurred in United States 
residents who had traveled abroad and 12 in international 
visitors. Measles was imported from 10 countries. The largest 
numbers of imported cases reported were from Japan (seven 
cases) and Korea and Ethiopia (four each). The states report- 
ing the most imported measles cases were New York (eight 
cases), California (six), and Hawaii and Vermont (three each). 
Four counties had more than one imported case in 2000. 
On average, imported cases resulted in <1 import-linked 
case (range: 0-5). Measles virus was isolated from eight chains 
of transmission linked to an imported measles case (includ- 
ing three chains of one case). In each chain, the viral geno- 
type sequenced was consistent with the genotype of virus 
known to be circulating in the source country of the imported 
case. Virologic evidence of importation was found in five 
chains of transmission (nine cases) that were not linked epi- 
demiologically to imported cases. Genotype D5 was cultured 
from two isolated cases and genotypes G2, H1, and H2 were 
each isolated from one chain of transmission. These geno- 
e known to circulate in Japan, China, and Vietnam, 
respectively. The lack of any consistently repeating genotype 
indicates that there is no endemic genotype. Therefore, all 
indigenous cases with genotype information and no epide 
miologic link tO an imported case were classified as imported 
virus Cases 
During 2000, a total of 20 states reported confirmed measles 
7% ot cases: New York (23 


19), and Nevada 


states each reported from one to 


cases. Three states accounted for 57 
13 from New York City 


seven). [he remaining 1 


California 


three measles cases. Of the 3,140 counties in the United States, 


+1 (1 reported a confirmed measles case; seven counties 


| } 


1%) reported more than three cases. 
In 2000, 68 (79%) of the 86 reported cases occurred dur 


ing weeks 1-26, and 18 (21° 


y~ 


occurred during weeks 
52. The median number of cases per week was one (range: 


0-9). During 18 weeks, no cases were reported. During 17 


additional weeks, all reported cases were import-associated. 


During five periods of 4 weeks, all reported cases were im- 


port-associated (Figure 2) 
Ten cases (12% of total cases) were in infants aged <12 


months, 27 (31%) in children aged 1—4 years, 17 (20%) in 
persons aged 5—19 years, 20 (23%) in persons aged 20-34 


14%) in persons aged 


patients, 23 (27° 


years, and 12 >35 years. Of the 86 


0) had a documented history of measles vac- 
cination; 40 (46%) had not been vaccinated, nine of these 


) 17 


were aged <12 months; and 23 (27%) patients had unknown 
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FIGURE 1. Number and percentage of internationally imported measles cases — United States, 1991-2000 
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FIGURE 2. Number of measles cases, by importation status and week of rash onset — United States, 2000 
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uses in persons for whom vac very limited indigenous spread from these imported cases also 
nd vaccination status was known has continued over the same period. The consistently small 


number of unknow! source Cases suggests that measles is no 
ind 14 longer endemic in the United States. However, unknown 
persons. Of source cases continue to occur sporadically. Many of these 
wn to be vaccinated, 20 

had unknown 


cases, especially isolated cases, might b 


e misclassifications 
] 1 
resulting from false-positive laboratory tests. However, even 


among truc measles cases, if iS impossible tO identify the 


. \ 
more confirmed imported case in every chain of transmission 
18 (56! 


(00) 


The outbreak in Utah demonstrates the difficulty in link 


imp case to an imported source. CDC was informed of 


ported Cas \ Ing every 


the case only because it occurred in an Olympic athlete. The 


was not reported as a U.S. case because rash onset and 
aos ' ' 
diagnosis had occurred in Italy. If the team physician had not 


called from lt rly to report this case, the three associated Cases 


in Utah would have beet 


1 classified as unknown source cases 
school students eli Be 


; 

1uSe MOST Visits he United States are of a relatively 
, 

Each of the short duration, many persons shedding measles virus might 


, ' .* 
leave the country before the rash begins and before measles iS 


diagnosed. Many other international visitors who develop 


ymunit measles in the United States might choose to return home 

they seek care because they are unfamiliar with the U.S. 
] | 

lack valid health insurance in the United 


United | 


berore 


Among h 


ealth-care system of 


States. In both situations, the imported case would not be 
detected except unde! special circumstances. 
O00 illustrate the d i Irv | | 


linking Difticulry in « 


\ 


we 
pidemiologically linking every case to an 
| 


eat ie 

resident imported source highlights the crucial role of virologic sur- 

oped prodromal veillance in monitoring the absence of endemic measles. Col- 
| 1 

in lection of viral specimens is an important part of any measles 


case investigation. Worldwide, during large outbreaks (5,6) 


| ] 
yarticipated in ireas where d 


ieasles; hov 


as where disease is endemic 8), one measles geno- 


s usually found. Since 1992 in the United States, no 


ss 


competition 


been found consistently, and when genotypic 
wailable, all isolates from imported cases have the 


renotype found in the country of origin (5,9 
Imported m 


easles cases consistently test the level of popu 
lation immunity to measles in the United States. The average 
ol le SS than one Import linked Case tollowing an international! 
importation suggests that the level of population immunity is 


high, probably is a result of successful vaccination efforts in 


the United States. First-dose vaccination coverage among pre 


school children has been >90% for the past 4 years (/0). Two 
doses of measles vaccine are required for school aged children 


s (CDC, unpublished data, 2002 
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esulting from importations and States. 


milli yn 








Vol. 51 / No. 6 


123 





Acknowledgement 


eport is based on and local hpealtp 


References 


)¢ Viea nited Stat 199 MMWR 2000;49:55 





State-Specific Mortality 
from Sudden Cardiac Death — 
United States, 1999 


ich year in the United States, 400,000-460,000 persons 


die of unexpected sudden cardiac death (SCD) in an emet 


gency department (ED) or before reaching a hospital (/). Based 
on the latest U.S. mortality data, this report summarizes and 
analyzes 1999 national and state-specific SCD data. Reduc 


ing the proportion of out-of-hospital” SCDs would decrease 


the overall incidence of premature death in the United States. 


Heart attacks are the major cause of SCD; approximately 70% 
of SCDs are caused by coronary heart disease. National 
efforts are needed to increase public awareness of heart attack 


symptoms and signs and to reduce delay time to treatment. 





National and state mortality statistics for this report wer 
based on data from death certificates filed in state vital statis 
tics offices and were compiled by CDC (2). Demographic 
data (e.g., age and race/ethnicity) listed on death certificates 
were reported by funeral directors usually from information 
provided by the family of the decedent. Causes of death on 
death certificates were reported by a physician, medical 
examiner, or coroner. Cardiac disease death was defined as 
one for which the underlying cause of death was classified 
and coded using the /nternational Classification of Diseas 
I¢ D 10), Tenth Revision, for diseases of the heart codes 100 
109, 111, 113, and 120-151) or congenital malformations of 
the heart (Q20-Q24’). SCD was defined for this report as a 
death from cardiac disease that occurred out-of-hospital or in 
an ED or one in which the decedent was reported to be “dead 
on arrival” at a hospital. Populations at risk were defined on 
the basis of U.S. census bureau estimates of resident popula 
tions; age-adjusted death rates were standardized by th 
direct method to the 2000 projected U.S. population (3). 

Among 728,743 cardiac disease deaths that occurred dur 


) 


ing 1999, a total of 462,340 (63.4%) were SCDs; 120,2 


16.5%) occurred in an ED or were dead on arriv 
341,780 (46.9%) occurred out of-hospital. Women had a 
higher total number of cardiac deaths and higher proportion 


) 


of out-of-hospital cardiac deaths than men (51.9% of 375,243 


and 41.7% of 353,500, respectively), and men had a higher 
proportion of cardiac deaths that occurred in an ED or were 
dead on arrival (21.2% of 353,500 and 12.0% of 375,243, 
respectively) (Table 1). SCDs accounted for 10,460 ( 

of all 13,873 cardiac disease deaths in persons aged 35-44 
years, and the proportion of cardiac deaths that occurred out 
of-hospital increased with age, from 5.8% in persons aged 
0-4 years to 61.0% in persons aged >85 years. SCDs accounted 
for 63.7% of all cardiac deaths among whites, 62.3% among 
blacks, 59.8% among American Indians/Alaska Natives, 


55.8% among Asians/Pacific Islanders, and 54.2% 


) among 
Hispanics. Whites had the highest proportion of cardiac deaths 
out-of-hospital, and blacks had the highest proportion of 


cardiac deaths in an ED or dead on arrival (Table 1). 
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TABLE 1. Number of cardiac deaths* and proportion of 
cardiac deaths, by location of death and selected 
characteristics — United States, 1999 





Location of death 
Emergency 
department/ Out-of- 

DOA' 





In- 


Data 
hospital 


Characteristic hospital missing 


Sex 


her 


No 





Age Group (yrs) 


Race/Ethnicity 
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proporti 
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TABLE 2. Number of all cardiac deaths, proportion of sudden cardiac deaths (SCDs), age-adjusted and age-specific rates*, by 
reporting area — United States, 1999 





All SCD Age-specific SCD rates 
cardiac Age-adjusted 0-34 yrs 35-64 yrs >65 yrs 
Area deaths No. Rate’ No. Rate No. Rate No. 

Alabama 13,489 8,481 194.1 113 5.3 1,821 108.3 6,547 
Alaska 571 384 126.9 6 — 142 58.0 236 
Arizona 10,870 187 154.8 48 2.0 1,076 62.3 6,062 
Arkansas 8,358 808 171.9 58 4.7 894 94.0 3,855 
California 72,360 859 164.8 2.2 7,364 60.7 39,115 
Colorado 6,476 615 140.1 61 3.7 809 48.6 3,745 
Connecticut 9,169 463 170.0 37 2.4 864 67.3 5,562 
Delaware 2,020 336 185.3 16 218 75.0 1,102 
District of Columbia 1,661 091 191.3 10 223 105 857 
Florida 51,608 243 155.0 4,381 77 26,648 
Georgia 17,713 224 182.7 169 2,735 91 8,320 
Hawaii 2.420 383 114.6 16 303 64 1,064 
Idaho 2,558 847 160.3 17 277 60 1,553 
lilinois 33,561 924 182.2 245 3,997 86 17,682 
Indiana 16,750 272 175.3 1 77 8,407 
lowa 8,724 768 160.3 67 5,007 
Kansas 7,013 ,335 146.9 5 3,720 
Kentucky 12,162 103 184.1 5,624 
Louisiana 12,080 162 183.2 9 | 5,360 
Maine 3,436 286 165.3 1,957 
Maryland 12,144 8,404 180.8 : 6,646 
Massachusetts 15,907 10,462 150.7 C 8,930 
Michigan 27,804 18,814 196.6 ) 15,237 
Minnesota 9,595 6,615 133.8 5,651 
Mississippi 9,374 5,593 212.2 4,208 
Missouri 18,052 11,819 198.9 9,826 
Montana 2,055 1,430 149.9 1,211 
Nebraska 4,517 3,009 156.9 2,610 
Nevada 4,255 2,668 177.6 1,945 

1 

1 

1 
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New Hampshire 2,759 1,875 164.3 564 
New Jersey 23,581 13,571 156.8 571 
New Mexico 3,486 2,374 156.2 1,964 
New York 59,199 35,630 184.6 30,157 
North Carolina 19,299 11,765 161.3 9,189 
North Dakota 1,844 1,218 155.5 1,042 
Ohio 33,338 C 21,514 185.3 17,832 
Oklahoma 11,308 : 6,612 186.1 5,415 
Oregon 7,306 5,189 4,331 
Pennsylvania 41,838 27,644 23,502 
Rhode Island 3,015 70.0 2,110 1850 
South Carolina 10,028 62.3 6,247 92 4,609 
South Dakota 2,031 69.8 1,418 } 8. 1,212 
Tennessee 16,358 60.2 9,844 2 7,618 
Texas 43,717 59.5 26,006 9 ) 20,517 
Utah 2,830 72.1 2,039 d 1,725 
Vermont 1,349 69.5 938 793 
Virginia 15,401 59.3 9,130 7,210 
Washington 11,590 67.0 7,763 6,578 
West Virginia 6,860 59.0 4,045 ] 3,217 
Wisconsin 13,891 72.9 10,122 } 8,704 
Wyoming 1,013 69.2 701 582 
Average 728.743 63.4 462.340 379,869 
*Per 100,000 population 
Standardized to the 2000 projected U.S. population 
Number too small to calculate rate 
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are needed to diac arrest 


The American Heart Association, American ( ollege ot 
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n someone Is 


Cardiology, state and federal agencies, and many CDC car- 
| j ° 
attempting ca diovascular programs are developing and implementing 


nal defibrillators activities to increase public awareness about the symptoms 


and signs of a heart attack. For example, during February, the 


Missouri state health department will promote information 
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Notice to Readers 


Status of U.S. Department 
of Defense Preliminary Evaluation 
of the Association of Anthrax Vaccination 
and Congenital Anomalies 


The U.S. Department of Defense (DoD), Center for 
Deployment Health Research at Naval Health Research Cen- 
ter, San Diego, used computerized medical records to con- 
duct a preliminary evaluation of the potential association 
between the use of anthrax vaccine in the first trimester of 
pregnancy and the diagnosis of congenital anomalies in chil- 
dren. Review of preliminary data indicated important limita- 
tions in computerized medical records that preclude drawing 
conclusions from this preliminary study. Investigators are con- 
ducting a systematic evaluation of original medical records, 
including vaccination and infant health records. This evalua- 
tion will require several months. 

Although the Food and Drug Administration-licensed vac- 
cine has not been suspected to be a hazard to reproductive 
health, no studies of animals or pregnant women have been 
conducted, and the vaccine is neither recommended nor 
licensed for use in pregnancy. DoD continues to maintain a 
policy of avoiding anthrax vaccination of pregnant women. 
Because of the importance of protecting women of childbear- 
ing age from adverse health events, both military and civilian 
health-care providers should continue to ask women if they 
are pregnant or intend to become pregnant and should not 


vaccinate women who state that they are pregnant. 


Notice to Readers 





Revision of Guidelines for the Prevention 
of Perinatal Group B Streptococcal 
Disease 

CDC is revising the 1996 guidelines for the prevention of 
perinatal group B streptococcal disease (/) to include newly 
available multistate data and to address common clinical ques- 
tions and challenges that have arisen during implementation 
of the guidelines. Comments or questions should be sent 
before March 15, 2002, to gbs@cdc.gov or to Group B Strep 
Prevention Coordinator, CDC, 1600 Clifton Road, MS 
C-23, Atlanta, GA 30333. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending February 9, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 
Hepatitis A, Acute 335 
Hepatitis B, Acute 169 


Hepatitis C; Non-A, Non-B, Acute 40 


Legionellosis 48 


Measles, Total 0 


Meningococcal Infections 99 
Mumps 8 
Pertussis 


Rubella 





0.03125 0.0625 0.125 0.25 0.5 1 


Ratio (Log Scale) 


F 


Beyond Historical Limits 
* No measies or rubella cases were reported for the current 4-week period yielding a ratio for week 6 of zero (0) 


t Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point 
where the hatched area begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending February 9, 2002 (6th Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax - Encephalitis West Nile’ 4 
Botulism foodborne Hansen disease (leprosy)' 3 
infant } Hantavirus pulmonary syndrome’ 
other (wound & unspecified) ° Hemolytic uremic syndrome, postdiarrheal’ 
Brucellosis , 5 HIV infection, pediatric ' 
Chancroid Plague 
Cholera - - Poliomyelitis, paralytic 
Cyclosporiasis' : Psittacosis' 
Diphtheria . - Q fever 
Ehrlichiosis: human granulocytic (HGE)' Rabies, human 
human monocytic (HME)' Streptococcal toxic-shock syndrome’ 
other and unspecified - - Tetanus 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 
eastern equine’ - - Trichinosis 
Powassan' : - Tularemia' 
St. Louis’ - - Yellow fever 
western equine’ 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update January 27, 2002 
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TABLE Ii. Provisional cases of selected notifiable diseases. United States, weeks ending February 9, 2002, and February 10, 2001 


(6th Week)* 





Chlamydia 


Cryptosporidiosis 


Escherichia coli 





0157:H7 


Shiga Toxin Positive, 
Serogroup non-0157 











Cum Cum 
2002 2001 





Cum Cum 
2002 2001 





2002 


Cum Cum 


2001 





Cum Cum 
2002 2001 





Reporting Area 





» and Epidemiolog 


Last update 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 9, 2002, and February 10, 2001 
(6th Week)* 





Haemophilus influenzae 
Invasive 





Escherichia coli Age <5 Years 
Shiga Toxin Positive, All Ages, Serotype 
Not Serogrouped Giardiasis rrhea All Serotypes B 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 






































UNITED STATES 1 1 


NEW ENGLAND 
Maine 


39.005 156 164 


U 
C.N.M.1 U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 
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TABLE li. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 9, 2002, and February 10, 2001 
(6th Week)* 





Haemophilus influenzae, Invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 

Non-Serotype B Unknown Serotype B C; Non-A, Non-B 

Cum Cum Cum Cum Cum Cum. 
2001 2002 2001 








Cum Cum 
Reporting Area 2002 i 2001 2002 2001 2002 
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TABLE Ii. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending February 9, 2002, and February 10, 2001 


Measles 
Total 





(6th Week)* 
Lyme Disease Malaria 


Cum. Cum. Cum Cum 
2001 


Listeriosis 





Legioneliosis 


Cum Cum. Cum. Cum. 
2001 2002 2001 2002 2001 2002 


Q 2€ 441 8 




















Reporting Area 2002 


344 


JNITED STATES 8 





N: Not notifiable U: Unavailable No reported cases 
Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 


Of 22 cases reported, 18 were indigenous and four were imported from another country 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 9, 2002, and February 10, 2001 
(6th Week)* 





Meningococcal 

Disease Mumps Pertussis 
Cum Cum Cum Cum Cum Cum 
2001 2002 2001 


Rabies, Animal 








Cum Cum 
Reporting Area | 2002 2001 2002 2001 2002 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 9, 2002, and February 10, 2001 


(6th Week)* 





Reporting Area 


Rubella 





Rocky Mountain 
Spotted Fever 


Congenital 
Rubella 


Salmonellosis 





Cum. Cum. 

















Cum. Cum 
2002 2001 





UNITED STATES 


NEW ENGLAND 
Maine 


MID. ATLANTIC 


ps 
Upste 


E.N. CENTRAL 


N.S. CENTRAL 


C N.M | 


2002 2001 


28 6 


2.085 2.663 





N: Not notifiable 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative 
gY 


U: Unavailable No reported cases 


year-to-date) 
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, weeks ending February 9, 2002, and February 10, 2001 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States 


Streptococcus pneumoniae, 
Invasive (<5 Years) 
Cum. Cum. 
2002 2001 


(6th Week)* 
Streptococcal Disease, Streptococcus pneumoniae, 
Shigellosis invasive, Group A Drug Resistant, Invasive 
Cum. Cum. Cum Cum. Cum. 
2001 2002 2001 2002 2001 
328 434 


5 


























205 





190 


Reporting Area 





4 ANT 
4 


1( 14 
4 


PR 


Amer. Samoa 
U 


C.N.M 





N: Not notifiable U: Unavailable No reported cases 
*Incidence data for reporting year 2001 and 2002 are provisional and cumulative 


year-to-date) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 9, 2002, and February 10, 2001 
(6th Week)* 





Syphilis 





Primary & Secondary 


Congenital' 


Tuberculosis 


Typhoid 
Fever 





Cum. Cum. 
Reporting Area 2002 2001 








Cum. Cum. 
2002 2001 





Cum. Cum 





Cum. Cum. 





UNITED STATES 478 519 
NEW ENGLAND 6 2 


MID. ATLANTIC 
Jpstate N.Y 


N.Y. City 


E.N. CENTRAL 


PACIFIC 
Wast 
Ureag 
Calif 
Alaska 


Hawa 


Guam 

PR 

VI 

Amer. Samoa U 


C.N.M.1 1 


52 


2002 2001 
3 32? 7c 


14 4 


2002 2001 


17 





N: Not notifiable U: Unavailable No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumu 
Updated from reports to the Division of STD Prevention NCHSTP. 


ative (year-to-date) 
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TABLE lil. Deaths in 122 U.S. cities,“ week ending February 9, 2002 (6th Week) 
All Causes, By Age (Years) 

All | Pal’ Au | 

Reporting Area Ages >65 | 45-64 | 25-44 | 1-24 <1 Total Reporting Area Ages | >65 | 45-64| 25-44] 1-24 <1 
NEW AN 79 409 +4 1 57 3. ATLANTIC 2.08 1,339 47 1 : 3 


All Causes, By Age (Years) 




















59 34 














the United States, most of which ve populations of >100,000. A death is reported by the place 
led. Fetal deaths are not included 


these numbers are partia week. Complete counts will be available in 4 to 6 
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